I.-A. C., male, aged 40, ex-R.A.F. Aeroplane accident in 1919, with depressed fracture of inasal bones and loss of cartilaginous septum. Cartilage graft inserted at thiat time but result indifferent. First seen October 26, 1933. Pro-_s~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~h CASE I nounced saddle deformity of nose. Nasal bones flattened, septum absent. Small piece of grafted cartilage lying over the nasal bones insufficient to restore the bridge. Operation November 15, 1933: Previous graft removed and hinged cartilage graft, cut from the right seventh rib, inserted through columellar transfixion incision.
II.-R. B., male, aged 17. Football accident, when aged 12, resulting in suppurating heematoma of septum, and complete loss of cartilaginous support. First seen October 6, 1933. Typical saddle deformity of nose. Complete absence of septum, and marked widening of alar bases. Operation October 10, 1933: Massive hinged cartilage graft cut from the seventh costal cartilage and inserted through columellar transfixion incision. CASE II. II. -F. S., female, aged 17. Fell over iron fence, when aged 7, and fractured nose. Three weeks later suppurating hmatoma of septum drained. Subsequently nose became flattened. First seen June 28, 1933. Extreme degree of flattening of bridge, and tilting of tip of nose. Operation June 29, 1933: Hinged cartilage graft cut from right seventh costal cartilage, and inserted through columellar transfixion incision.
In these three cases the hinged graft was used because support for the tip was required. Elevation of the tip of the nose materially diminishes the amount of widening of the alar bases, and adds to the attractiveness of the result. V. -G. B., male, aged 24. Broken nose, aged 6, followed by operation for nasal obstruction. Since then gradual increase of nasal crookedness. First seen September 14, 1933. Marked degree of deflection of the nose, first to the right and then to the left. Dislocation of the cartilaginous from the bony septum. The crookedness of the nose was entirely due to the deflected septum, the nasal bones 54 being straight. It was decided that the best result would be obtained by removing the deflected septum and utilizing it in modified form to restore the bridge line. Operation September 21, 1933 anterior border, designed to support the tip of the nose. A straight cartilage graft was then prepared from the removed septum and inserted through a separate incision beneath the bridge. This method of regrafting cartilage following submucous resection has proved extremely valuable in extreme degrees of cartilaginous crookedness.
Group 4.-Osteochondral Graft. YI.-W. C., male, aged 9. Twelve months previously struck on nose by cricket bat, resulting in depressed fracture of nasal bones and haimatoma of septum. First seen January 19, 1934. Nasal bones flattened, septal cartilage absent, typical saddle deformity. Operation April 13, 1934: Osteochondral graft removed from right seventh rib. This consisted of 1 in. of rib including the costochondral junction removed subperiosteally, and split longitudinally. The bony portion was splayed out to form the new nasal bones, while the cartilage took the place of the missing septum. It was inserted through a split columellar incision after suitable undermining of the soft tissues of the bridge. This type of graft is useful in children as it probably increases in size pari passu with the child.
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Section of -Laryngology-1283 W. S. THACKER NEVILLE said he had used this type of graft for syphilitic cases, and muen improvement had followed. The removal of cartilage subperichondrially rendered the operation easier. When performing these operations he had punctured the intercostal artery, and on one occasion the internal mammary. The incision now described would enable the surgeon to avoid these pitfalls.
W. J. HARRISON said that, though not actually germane to the subject, he would like to mention one point. When carrying out submucous resection he always removed as large a piece of cartilage as he could and put it into warm saline solution. It was not always possible to avoid tearing the mucous membrane on both sides. Should this happen, he placed a piece of cartilage between the two flaps at the site of the perforations.
BEDFORD RUSSELL said that he had had some experience in the use of cartilage grafts at the hospital at Sidcup, and was aware of some of the difficulties. He had been particularly impressed by Mr. McIndoe's remark about making a nose out of a bald head; that statement would be appreciated by anyone who had seen hair growing on a flap much more profusely than it had done when the tissue grafted was in its original site. Even if one chose sites which were practically hairless, one could sometimes see it producing practically a beard in its new situation.
With regard to the remark that the boy had lost support for the bridge of his nose, and that therefore it had dipped following septic hbematoma, the speaker would rather put it that the bridge had been pulled in by scar-tissue. He did not think that much support was needed for the bridge of the nose; and if the nasal bones and alar cartilages were present, the nose stood up well, unless scar-tissue was exerting traction.
J. F. O MALLEY said that during the War he had seen some cases with subsidence of the nose, and some that were the result of submucous resections of twenty-fiye years previously.
He inserted two separate pieceE, one running under the bridge, the other into the columella. He had not treated any cases by the method now described, which seemed to show an excellent approach, and gave opportunity to use a larger piece of cartilage. E. A. PETERS said that if a cartilage graft was inserted over a mass of fibrous tissue, firm union resulted. Many years ago, in a case of gunshot wound of the jaw, in which there was fibrous union, he had performed a subcutaneous operation and inserted a cartilage graft over the fibrous union. Within three months there was comparatively firm union, and the patient was able to masticate.
A. H. McINDoE said that the incision depended on the type of graft. A hinged graft required a large exposure. The knife was introduced through the membranous septum and then turned forward, and brought straight out through the base of the columella. The columella was then separated from the septum to the tip of the nose and lifted by a small hook. For a straight cartilage graft he used a split columellar incision, and for the septal cartilage graft either a split columellar incision or a small incision inside the nose at the junction of the ala with the columella. Lifting the columella from its base was found to give adequate exposure and practically no -visible scar after resuture. One removed about 3 inches of costal cartilage completely and divided it longitudinally into two portions. One portion was used as a graft and the other was put back as a spare beneath the skin in case of accident to the first piece. The shape of the graft was modified according to the type of the depression and the size of the nose, but in general consisted of a bridge-piece to support the bridge and a columellar piece intended to rest against the nasal spine and connected to the bridge piece by a perichondrial hinge. The remainder of the graft was entirely denuded of perichondrium.
In reply to Mr. Carnegie Dickson's question of bone versus cartilage, he (the speaker) had used bone for some cases, but as this had been removed from the crest of the ilium, it might not be considered to be entirely bone, since it contained a considerable amount of dense fibrous tissue and some cartilage. He believed that a bone graft such as would be obtained from the tibia would gradually be absorbed from its lower free end. There was evidence to show that a bone graft did not remain as such, but was gradually replaced by a process of creeping substitution and hence in a few years time it was not the same bone that was inserted. This occurred provided the graft obtained bony union at both ends. Hence a straight bone graft to the nose consisting only of bone would be gradually absorbed froin the lower end upwards. Another difficulty with regard to bone was the troublesome shaping and manipulation.
There was no question of the survival of cartilage grafts; they did not tend to be absorbed but remained in situ. If for any reason one was obliged to remove a cartilage graft, it was found to be in practically the same condition as when it was inserted. Presumably it was nourished by lymph.
With regard to perforations of the septum, he (the speaker) had had very little experience; but he believed that if a small perforation could not be closed by a plastic-flap operation from the surrounding mucous membrane, the best treatment would be to make the perforation bigger, as it was found that the bigger the hole the less trouble it gave.
In reply to Mr. Thacker Neville, he would point out that only an osteochondral graft was removed subperiosteally as it was so close to the pleura that there was some danger of *opening the pleura during removal. At the costochondral junction the periosteum and the pleura were very adherent. In removing the ordinary costal cartilage sufficient length was stripped of its muscles and removed with the perichondrium intact. There was no danger -provided one did not go too deeply.
In reply to Mr. Bedford Russell, he thought that the dose of X-rays required to epilate a piece of skin would so damage the surrounding epithelial cells as to decrease their vitality seriously. He had found that skin grafts removed from other portions of the body and used on the face, frequently showed a profuse growth of hair within a short time. This was probably due to the fact that when apparently hairless skin was shifted to a part of the body where it was free from the friction of clothes hair was able to grow. it looked more like a congested granulomatous mass on a broad base. He advised that a substantial portion should be removed and carefully examined by a pathologist. If the growth proved to be malignant the whole septum should be removed.
Papillomata of the
T. B. JOBSON said that a year ago he had had a case almost identical with this. He had first dissected off the growth, under the idea that it was a bleeding polypus of the septum. It returned, and he then diathermized the remains. It again returned, and he then put some radon seeds around the site. Since then the case had progressed favourably. The Pathological Department reported that the growth was of low-grade malignancy.
W. STUART-Low said that he had had two similar, though less extensive, cases. After getting the nose clean and aseptic he began to take off pieces fairly freely, and then, the bleeding being stopped by pressure, he rubbed the papilloma with a nitrate-of-silver stick, after which the condition cleared up and there had been no recurrence.
BEDFORD RUSSELL said that he had seen two such cases, one in a man, and the other in a woman. Both were treated with radium, and the condition disappeared and did not recur. He did not know why radium removed these growths, because papillomata, especially laryngeal ones, had an infective factor. E. W. BAIN (in reply) said that when he had shown the similar case in 1911, he had believed the condition to be very rare, but most of the members then present seemed to have seen several cases of it. He did not think, however, that another case of the kind had been shown .since then. The former case was also shown by the late Mr. Hunter Tod in 1914, and then the growth had invaded the antrum on the same side. It seemed to be malignant, but Professor Turnbull, who had examined sections from it, thought it was only on the way to becoming xmalignant. Professor Stewart, who had examined sections from the growth in the present case, reported that it was a typical squamous-celled papilloma, but at one point there were appearances suggestive of commencing carcinomatous chaDage. If any operation was perfoimed, it must be an extensive one, as the growth covered practically the whole septum on that side, and involved the inferior turbinal. 
